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Procedural step. Ventricular Septal Rupture after AMI is lethal me-
chanical complication of acute myocardial infraction. Early surgical
closure is recommended, but implementation of such an indication in
clinical practice is heterogeneous among centers because of the
excessive surgical risk perceived by operators. (40-to 50 % surgical
mortality). Transcatheter closure of Ventricular Septal Rupture
emerges a possible to surgery in selectedcases. This is the ﬁrst case of
Transcatheter closure of post infarction Ventricular Septal Rupture in
Bangladesh using ASD Amplazer device.
Extra stiff Amplazer wire 0.35X260.
Snare to pull the Amplazer wire through femoral vein.
Amplazer Delivery Cable ASD Amplazer device 12 mm across VSRCase Summary. Ventricular Septal Rupture after AMI is lethal me-
chanical complication of acute myocardial infraction. Early surgical
closure is recommended, but implementation of such an indication in
clinical practice is heterogeneous among centers because of the
excessive surgical risk perceived by operators. (40-to 50 % surgical
mortality). Transcatheter closure of Ventricular Septal Rupture
emerges a possible to surgery in selected cases. This is the ﬁrst case of
transcatheter closure of post infarction Ventricular Septal Rupture in
Bangladesh using ASD Amplazer device.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. YS
Relevant clinical history and physical exam. 71 year-old female admitted
due to dyspnea for two days. Chest X-ray showed severe pulmonary
edema and ECG showed ST elevation in V2-5 leads. She was diagnosed
acute heart failure and recent myocardial infarction.
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pulmonary edema and ECG showed ST elevation in V2-5 leads. Lab-
oratory Data; CPK 4202IU/l, BNP 473.4pg/mlRelevant catheterization ﬁndings. Emergent CAG was performed and
proximal LAD was totally occluded. We performed primary PCI for the
lesion, but guide wire did not pass the lesion, and the false lumen
formed a large dissection. We gave up recanalization at the time.
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Procedural step. In spite of intensive treatment, her heart failure did
not seem to be getting better. So that, we performed 2nd PCI for her
occluded LAD.IVUS image showed large dissection at proximal LAD
and oppressed small true lumen. Though it was very difﬁcult to insert
the guide wire into true lumen, fortunately, we could pass the guide
wire with IVUS guidance. After the guide wire crossing, we implanted
two drug eluting stents and achieved good recanalization. (System)
Approach: Lt. femoral, GC: Launcher 8Fr EBU3.5, GWRunthrough
Floppy, Sion Blue, Micro catheterFINECROSS GT, IVUS: Eagle Eye
PlatinumCase Summary. We experienced a LAD ostial large dissection caused by
PCI procedure, and successfully treated by IVUS guide PCI in 2nd
session.If we encounter the coronary ostial large dissection, IVUS
guided guide wire control may be helpful for wire crossing to the small
true lumen.
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